. (1974). Thorax, 29,[215][216][217][218][219][220][221][222] (Fig. 2) . She had no symptoms. On examination caf6-au-lait patches and several neurofibromata were found on the skin. The chest radiograph showed a convex opacity arising from the left side of the mediastinum at the level of the aortic arch and left hilum. It had a clearly defined smooth lateral margin which merged with the aortic arch but seemed separate from the left hilum. A lateral view and tomography indicated a central mediastinal mass bulging downwards and backwards behind the left hilum beneath the aortic arch. A barium swallow and aortogram were normal. At thoracotomy several tumours were found arising from the left vagus nerve. There were four main tumour masses in that part of the nerve between the thoracic inlet and left lung hilum. A further small tumour was present at the lower end of the intrathoracic vagus immediately above the diaphragm. Two small tumour nodules were also present on the phrenic nerve as it coursed over the heart. The portions of the vagus and phrenic nerves involved by the tumours were resected. Histology showed the tumours to be neurofibromata. CASE 3 A shadow was noted in the routine chest radiograph of a 61-yegr-old man. He had no symptoms or abnormal physical signs. The chest radiograph 215 group.bmj.com on November 7, 2017 -Published by http://thorax.bmj.com/ Downloaded from
Primary tumours of the intrathoracic vagus nerve are rare. Three cases are described which were similar in anatomical position and radiological appearance. Previously reported cases arereviewed with special reference to these features. CASE REPORTS CASE 1 A 32-year-old man presented with hoarseness and dyspepsia for three months and headache for 10 months. A 'mass miniature' chest radiograph taken one year previously was said to be normal. On examination he was found to have generalized cutaneous neurofibromatosis. Chest radiography revealed a mass bulging into the lung from the left upper mediastinum (Fig. 1 ). It had a clearly defined smooth lateral margin. The trachea was a little displaced to the right. No calcification was visible within the lesion. Lateral views showed it to be situated in the mid mediastinum. An aortogram revealed a normal aorta and main branches separate from the mass. Bronchoscopy showed the left vocal cord to be paralysed but no other abnormality. At thoracotomy a tumour was found in the centre of the superior mediastinum between the left subclavian and left common carotid arteries extending downwards below the arch of the aorta. It was oval in shape and its upjper extremity merged with the vagus nerve. Inferiorly, the recurrent laryngeal nerve was stretched around the tumour and the vagus emerged from the lower pole of the mass. That part of the vagus nerve involved by the tumour was resected, the recurrent laryngeal nerve being sacrificed. Histology showed that the tumour was a neurofibroma.
CASE 2 A girl of 21 years was referred because of an abnormality noted in her chest radiograph by the 'mass miniature' radiography service (Fig. 2) Of these, the anatomical site of the tumour along the course of the intrathoracic vagus nerve is recorded in 15. In the remainder the precise location of the tumour(s) on the nerve is not stated. Of the 15 cases where the anatomical location is recorded the tumour was on the left in nine, on the right in five, and bilateral in one.
Details of these 15 cases and the three recorded above are given in the Table. LEFT-SIDED TUMOURS In all but one of the nine cases, the tumour was in close relation to the aortic arch and formed a localized expansion of the nerve. In some cases, a large length of the nerve was affected either by multiple tumours or by a long tapering mass. Multiple tumours were neurofibromata and associated with neurofibromatosis. In one case the tumour encircled the oesophagus just above the diaphragm. Although quite large, it was not detected before the surgery for repair of a hiatus hernia (Davis and Brown, 1957) . In six of the cases, radiographic findings are recorded, and in all except one the lesion appeared as a clearly defined mid-mediastinal mass in close relation to the aortic arch. The lesion was often difficult to distinguish from the aorta, aortography being required to exclude a vascular lesion in some cases.
RIGHT-SIDED TUMOURS In all six cases except one, the tumour formed a localized swelling of the nerve in the upper mediastinum below the origin of its recurrent laryngeal branch. Radiographic findings are recorded in all six cases. In each case the chest radiograph revealed a clearly defined oval shadow adjacent to and above the ascending aorta in the mid-mediastinum. There was displacement of the barium-filled oesophagus and/or trachea.
In one case the nerve was extensively involved from the root of the neck to the hilum of the lung. A mass in the neck was connected by a narrow band of tumour through the thoracic inlet to a superior mediastinal mass which appeared on the chest radiograph as a shadow bulging into the lung field (Penido, Dodge, Clagget, and Starr, 1957 (Gayola, Janis, and Weil, 1965) .
In previously recorded cases a definite statement of the histological type of nerve sheath tumour was not always given because some pathologists disagree on classification. Of the 25 intrathoracic vagal nerve sheath tumours reported, however, including our own three cases, 14 were confidently stated to be neurofibromas and of these eight were associated with neurofibromatosis. Seven cases were stated to be neurilemmomas. No case of neurilemmoma of the vagus has been associated with von Recklinghausen's disease of nerves.
A case of malignant nerve sheath tumour of the intrathoracic vagus was reported by Penido et al., in 1957 , although the authenticity of this case has been questioned by Gayola et al. (1965 
